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Genesis of the Workshop 


The health status of the people of India at the time of 
Independence was described as ‘alarming’ in the Report Health 
Survey of 1946 of the Bhore Committee. Being the first attempt 
in India towards Health for all, it envisaged preventive, promotive 
and curative services for the common Indian people based on 
the Western concept of health. In its efforts towards overall 
development, India achieved a part of it, but the statistics did 
not give an optimistic picture even in the 70's, when India become 
a signatory to the WHO Alma Ata declaration Health for All 
in 1978. 


The 70's also saw new _ ways of thinking and initiatives 
in health care at the international level when most of the alternative 
systems were initiated. 


The failure and opportunities of the prevalent system of 
health care in India were extensively studied by the joint panel 
of ICMR/ICSSR formed in 1978. Their report "Health for All : 
An Alternative strategy" of 1981 visualized health in a far wider 
perspective acknowledging the interplay of social, economical 
and political factors in the health scenario. It provided an alternative 
Strategy for implementation of a people-based and people oriented 
system which would be accessible, acceptable and cost-effective. 


Even though three decades have passed since the 
publication of the Report, a vast majority of our population is 
still denied their right to adequate health care. 


Though the government machinery failed to reach out to 
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the masses through the people-based model, various initiatives 
and demonstrations of the model are carried out by concerned 
individuals and groups throughout the country, though mostly 
in isolation. To bring all of them together on a common platform 
is essential for moving ahead towards the common goal and 
for bringing these efforts to the limelight. 


As a part of its efforts to streamline as well as to 
demonstrate the success of a people-based health care model, 
FRCH has been training village women- named tais- to take 
care of the health needs of the villages for the last 30 years. 
The project at Parinche, Purandar taluka, Maharashtra after its 
earlier Mandwa experience, is one of the major efforts of FRCH, 
where health care is integrated with a number of socio- economic, 
environmental activities. As a part of sharing of this experience 
_and information dissemination, FRCH has also taken an initiative 
in training professionals from various organizations belonging to 
different states, in alternatives in health care. 


Apart from providing the common platform for sharing the 
experiences of various groups, the Workshop was envisaged as 
an exposure for the tais (health and development workers at 
the grassroots) as well as the trainees from other states to 
the different strategies adopted for devising health care alternatives 
in various parts of the country. The specific objectives of the 
Workshop were: 


e to provide a platform for experience sharing between 
organizations that possess good track record in developing training 
programmes for grass-roots level functionaries in health and 
development, and to learn from these experiences 


® to address the problems and difficulties faced in the 
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preparation of the training modules and in implementation of the 
training programmes 


e to address ways towards strengthening the cadres of grass 
-roots level functionaires in the country. 


Events 


The initial day of the Workshop was conducted at Parinche 
village in Purandar taluka of Pune district of Maharashtra where 
FRCH has been working with the community, especially village 
women, for the last 7 years. During the first half of the day, 
which was organized at the Buddhavihar (a temple of lower-castes 
in the village) at Parinche, papers were presented by 
representatives of six organizations namely, SEWA Ahmedabad, 
FRCH Pune, CEHAT Pune, IHM Pachod, CHAW Mumbai and 
RCHS Dewas. These organizations have been involved in providing 
health care to the community in various parts of India for a 
considerable number of years. With the experience gained over 
the years, they have developed different strategies and 
philosophies, and the session provided a platform for the sharing 
of these varying ideas and approaches. | 


_ The second half of the day was conducted in the village 
under the trees which, as most of the participants expressed, 
was comfortable and appropriate. The session was lively and 
informative with open discussions and interaction § of the 
participants with the tais as well as the trainee coordinators. 
The tais explained how their personal as well as social life has 
been affected by the FRCH project, and the self confidence they 
have developed was well demonstrated during the interaction. 
They also explained about the problems they had faced initially 
and are facing now as well as the change in the attitude of 
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their family members. There was also discussion about the 
response of various stakeholder towards the tais' work and how 
they are dealing with each of them. The tais also demonstrated 
how they treat the patients and give them guidance in preventive 
and promotive health care like exercise, healthy habits, nutritional 
food etc. 


The trainees from different organizations, who were 
undergoing the coordinators’ training programme for three months 
at the training centre, Parinche, expressed the attitudinal changes 
that had taken place in them during the training. They explained 
how the new definitions of health, development etc. have helped 
them to view the various issues related to their work from different 
perspectives. The training has encouraged them to see things 
from the point of view of the local community. 


The second day at Serum Institute, Pune began with sharing 
of experiences by the Shroff Foundation, engaged in health care 
activities in Gujarat, followed by the presentations by Dr. H. 
Sudarshan from the Karnataka Task Force on Health and Dr. 
Abhay Shukla from CEHAT, Pune on various initiatives on health 
care. Subsequently, a discussion provided a forum for open 
interaction and expression of ideas. 


Key points of discussion 


Owing to the very nature of the participants of the 
Workshop- belonging to various sectors, from different parts of 
the country - a number of issues were raised from diverse points 
of view. The emergent ideas and opinions are broadly classified 
and are expanded under separate topics. 


Health Care - An activity of the people's sector 


One of the key points of discussion was that people should 
be brought into the centre of the health care system. As Dr. 
Abhay Shukla put it, the ‘Public’ have been dropped from the 
public health care sector. This was pointed out as the main 
reason why India still has not been able to achieve the goal 
‘Health for all’. The various experiences of government, private 
and other agencies have proved that nothing works without the 
people. 


An alternative system which is accessible, acceptable and 
affordable especially to the disadvantaged sections of Indian society 
is the only means for overcoming the current situation. This 
system is need based and respects the peoples' right to health 
as well as their control over the health care systems. It also 
Safeguards the right to information of people - regarding health, 
government health systems, provisions under Panchayati Raj etc. 
The politics of health has to be communicated to the masses. 
Work and health security are important components of social 
security, as SEWA puts it. A good number of demonstrations 
have shown that the villagers can take care of village based 
health care as in our age old tradition. And it is also true that 
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people have self interest in enjoying good health and learning 
about health care (Dr. Antia). The stepping stone of community 
health care is to organize and empower the community so that 
it takes control and pressurizes the government for adequate, 
appropriate structures. This calls for decentralized participatory 
planning and social facilitation at all levels. 


In order to proceed in this direction we need to have faith 
in people and their choice which can be expressed optimally 
only under Panchayati Raj (Dr. Antia). But as some of the 
participants pointed out, we have to be careful about village power 
politics. It is seen that there is a gap between the elected 
representatives of the community and the community itself 
(Dr. Sathe). Therefore the representatives may not actually 
represent the community. To avoid this danger, the institution 
of Panchayati Raj has to be empowered so that it projects the 
real interest of the people. 


The different strategies of the people- based health care 
mentioned during the Workshop included 


& concept of the community health workers, where volunteers 
are trained to provide health care at the community level with 
the support of the external facilitating agency, 


& concept of peoples’ health committee, where the 
responsibility of community level health care is with a people's 
health committee comprising of various stakeholders from the 
community, 


® the co-operative model, where people's cooperatives take 
care of the health needs of the local community, 


@ schemes like JSR (Jana Swasthya Rakshak), where 
volunteers undergo government sponsored training, but later are 
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not attached to any agency and are left alone to take care 
of the local health needs, etc. 


Nevertheless all these strategies commonly focus on the 
training and empowerment of local individuals and groups. For 
example, the experience of Mandwa project by FRCH proved 
that the village people, especially women, were able to achieve 
in the seventies what the country envisaged for the next 25 
years. Ultimately it should be a people's programme if Health 
for all is the goal. 


Integrated Approach to Health care 


A common view shared by all the participants was the 
need to see health in its holistic concept. Health is predominantly 
a by-product of the prevailing socio-economic, cultural and political 
scenario. The interrelation and interplay of all these factors cannot 
be ignored while addressing the issue of health. Therefore health 
care cannot be ‘delivered’ as compartmentalized programmes 
by government or the private sector, but has to be an integral 
component of steps towards overall development. 


Another reflection posed by Dr. Antia was that health and 
medical care should not be confused. This has resulted in the 
total focus of government and private sector programmes only 
on the curative aspects, while preventive and promotive aspects 
are neglected. These are more important as these can address 
almost 80% of the health problems of the people. The ICMR/ 
ICSSR Report, 'Health for All - An Alternative Strategy (1981)' 
emphasizes the preventive aspects. Dr. Abhay Shukla opined 
that there needs to be a healthy balance between preventive, 
promotive and curative aspects. 


The discussions emphasized that a major threat faced 
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by the present health care scene is the over-emphasis of western 
Curative medicine (Allopathic). The attitude of the people have 
been manipulated by the vested interests, so that such medicines 
are used even for any minor ailments, ignoring their increasing 
cost besides the side effects. In the process we are losing our 
age old wisdom of local indigenous herbal medicines and their 
uses. 


There is a need for promoting integrated medicine where 
Ayurveda, Homeopathy and Allopathy as well as other alternative 
therapies are used appropriately. Attempts should be made to 
safeguard our traditional local knowledge and practices. 


Many of the participants felt that adequate policies need 
to be implemented at local, state, national and international levels, 
along with health action, in order to ensure appropriate health 
care to the people. 


Training in alternative Health Care 


As already discussed, the key players in people- based 
health care have to be the community/village health workers or 
volunteers. A number of voluntary organizations as well as some 
of the government institutions have been imparting training to 
such health workers/volunteers to look after local health needs 
at the village level. In the Workshop, a variety of strategies for 
training health workers were discussed. 


Participants were in general of the opinion that a completely 
Standardized training is not feasible. However common basic 
principles of such a training can be formulated. These then have 
to be modified as per local needs. Also, the methodology of 
such training would need to vary with the level of Participants 
eg. illiterate women could be trained using pictures/charts (IHM). 
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However, Dr. Shukla and some other participants were of 
the opinion that minimum standardization is needed in the training 
of health volunteers. Dr. Sathe added that specific, clear and 
set goals are needed for the training. Nevertheless, it has to 
be realistic and dynamic with continuous modifications as per 
the time, place and expectations of people. According to 
Dr. Awasthi, maintaining the standard of training is equally 
important. The continuing education for volunteers is another 
necessity for effective health care, lack of which has failed a 
number of programmes, for example JSR scheme. A follow up 
during the post- training period is an integral part of training. 


It was suggested that training should not be merely 
theoretical or hospital based (for any level of personnel). Instead, 
community level training needs to be focused. Placement with 
NGOs working in the field could also be considered. 


Mr. Chaudhary from IHM explained that they go a step 
further by training Gram Panchayat members, PHC workers, 
teachers, district officers etc. taking into consideration the influence 
these people have on the village scene. In the training of village 
volunteers, focus has to be given on practical skills rather than 
mere theory. Management training is also necessary at all levels. 
Since it is difficult to transport the government employees and 
teachers to distant places for training, they could be trained 
at their respective villages. 


SEWA is in the process of training women and men to 
become barefoot doctors and their dai’s school conducts a one- 
year training programme for volunteers. Many of the organizations 
are conducting training in a flexible way, but organizations like 
IHM and FRCH have formal training programmes and modules 
suited to different levels of personnel. The programmes offered 
by FRCH include: 


ie Training for Health workers at the grassroots (15-30 days), 
a Training for community based facilitators (3 months), 
3. Orientation to middie and senior jevel personnel of 
multisectoral organizations (3-5 days). 

4. Gram Sakhi course (1 year) and Sahyogini (1 year) course 
under distance education programme. uf National Institute of 
Open Schooling. 


The experience of FRCH in trainir j village women shows 
that change in attitude and the enhance. self confidence of the 
women are the greatest contribution ci the programme. The 
transformation in the tais was evident at “ing the interaction that 
participants had with the tais. The so called ‘uneducated’ village 
women were demonstrated how training can make them effective 
health providers and even trainers. 


In order to give universality and Jegality to the training 
of tais, affiliation/collaboration with National Institute of Open 
Schooling is also in progress. 


As a means for dissemination of the experience gained 
by FRCH over three decades of work, another training programme 
is now being conducted for the coordinator level staff of NGOs 
and Panchayats from different parts of the country. These are 
facilitators providing a link between the health workers and the 
community. Interaction of the participants of the Workshop with 
the current batch of such trainees brought out the impact of 
training on their attitude towards themselves, about health as 
well as about the concept of development. It was viewed mostly 
as a process of delearning the conventional mode of thinking. 
The training in alternative health care is also a deleaming process 
for the medical personnel. 


Unlike other contemporary efforts, FRCH's efforts in training 
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towards development of a health system is based on the ICSSR/ 
ICMR Report, Health for All. It is distinguished by its integrated 
training methods encompassing a wide range of subjects as 
well as a graded referral chain which constitutes a link to the 
conventional health services. 


Experience has shown that in the initial stages of training, 
it is better to have only a controlled contact of medical personnel 
with the trainees so as to build up the confidence and social 
orientation of the trainees. Therefore, during the trainings FRCH 
ensures that trainees do not close themselves within the 
conventional concepts of health care. This differs from the training 
strategy adopted by the JSR scheme in Madhya Pradesh, where 
the volunteers are trained by medical professionals and practise 
the conventional curative medicine. 


Sustainability of the people-based Health Care Systems 


One of the difficulties projected by most of the participants 
was the sustainability of the community based health care system. 
Ideally, the community should pay for the services of the health 
workers/volunteers. However as some of the participants pointed 
out, people may pay for the curative services but it is difficult 
to get renumeration for preventive and promotive services offered 
by the village volunteers. Considering the experience of FRCH, 
each tai, on an average, could collect Rs. 100/- per month which 
is far below the average income level. This shows that the concept 
of volunteerism needs more reflection on practical issues. 


One of the solutions suggested was work- based 
compensation through Gram Panchayats. Nevertheless the danger 
of politicisation of Gram Panchayat alienates it from the 
community. Therefore the village Community should itself take 
the responsibility of the livelihood of the health volunteers. 
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Ultimately, the Panchayat Raj institutions have to be 
empowered to be the true representatives of the community. Along 
with the compensation, the community also needs to take up 
the responsibility of continuous monitoring and evaluation of their 
own health care system. 


Another point raised in this aspect was the widening of 
the scope of functioning of the health workers. They could be 
trained in different areas of development work so as to act as 
catalysts for development of their entire village. Realizing this, 
FRCH is already guiding the tais to be the facilitators for all 
the development work in their own community. They encourage 
the women to participate in microcredit schemes, provide non- 
formal education to children, disseminate relevant information 
through various communication methods, facilitate Community 
managed water purification initiatives, take up local issues, 
pressurize decision makers in favour of village development 
programmes, train other women on their social and health rights, 
provide counselling etc., apart from taking care of the health 
needs of the community. 


As seen in the case of the JSR scheme, which suffers 
due to the malpractise of volunteers, all demonstration models 
of people-based health care systems share the inherent danger 
of trained health volunteers posing as private practitioners. Therefore 
it is important that volunteers are affiliated with a parent organization 
or Panchayat or community based organizations, which support 
the alternative health philosophy and is capable of supporting 
and monitoring the functions of its volunteers. 


Collaboration in Health Care 


An important means for ensuring the sustainability of 
community based health care was envisaged as a collaboration 
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between all stake holders in health care. Dr. Abhay Shukla 
described this as " community managed, NGO facilitated and 
government supported system." 


Many of the participants felt that health care is ultimately 
the responsibility of government and it should bear the expense 
of the same. Also, with limitations in size and budgets, NGOs 
are not able to reach even 10% of the villages. For the system 
to be functional permanently, we need to establish linkages with 
village Community and government machinery. NGOs could 
facilitate the process, but it is necessary that clear roles, spaces 
and linkages are worked out in this partnership. 


Health care needs to be integrated with Panchayat Raj 
system and it has to be a part of district level planning. Also, 
people need to be informed about the overall health structure, 
government funds, facilities and their health rights so that these 
can be utilized optimally. Public information forms an essential 
part of a community based system providing the base for 
community initiatives and voluntary action. Access to public 
information is the right of the people and saves them from the 
exploitation by various vested interests. 


A number of strategies for collaboration in health care were 
mentioned by the discussants which included 
® modifying the government system, 
® pressurizing the government to accept alternative models, 
@ NGOs taking up PHCs/government structures, 
@ establishing intermediary structure to look after PHCs etc. 


Various experiments undertaken in different states, as 
described in the following sections, were discussed. 
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Another point of view expressed in this regard was the 
collaboration of NGOs within themselves. This would help in the 
generation of collective wisdom and would serve as a consolidated 
demonstration to govemment of successful models. 


The village health functionaires also need to have horizontal 
linkages. Dr. Mistry opined that this would provide them a platform 
to interact with their counterparts from other organizations and 
from other states. It generates confidence, establishes professional 
linkages and enhances problem solving capacities. 


Privatization of Health Services 


A majority of the participants opposed the idea of 
privatization of health care. The provision of health care was 
felt to be the responsibility of the government and it cannot shy 
away from that. India has to and can sustain the health of its 
people within it's own existing capacity. Privatization results in 
people losing control over their own health. It leads to an increase 
in expense for health care as well as utilization of inappropriate 
and even excessive medicines and treatments on which they 
have little control. Privatization focuses only on the profitable 
curative aspects, totally neglecting the promotive and preventive 
aspects, which are far more important. It also leads to the 
breakdown of local cultural, indigenous systems and practices. 
As a whole it makes health care unapproachable by the majority 
of our people especially the poor. 


It is important to define the line separating privatization 
and the people based form of health care. The question as to 
‘whether the latter can degenerate as a surrogate for privatization’ 
needs to be carefully addressed. 
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Initiatives in N@GO-GOVERNMENT collaboration in Maharashtra 


Dr. Abhay Shukla informed about the recommendations 
of an expert advisory group to the Maharashtra government on 
community health care. It was decided to initiate a pilot project 
of 5 years in 5000 villages, taking 1000 villages per year. 


A community health academy is planned to be established. 
The training programme will be standardized and is expected 
to be linked with the Yashwant Rao Chavan Open University. 
The curriculum is still under discussion. Such a scheme will 
engender the collective wisdom of several individuals and groups 
and provide a common platform for NGOs. 


The training programme is structured from grade one to 
five. A prospective trainee would be assigned to training in a 
particular grade depending on his/her background/quailifications. 
Whilst including different strategies and methods in health care, 
the training will be flexible but with a minimum level of information, 
knowledge and skills required for the personnel. A library on 
community health, where everybody concerned will have access 
to all information on health, is also under discussion. The 
committee also recommends a primary health care forum/platform 
for mutual sharing and learning. 


The committee emphasizes that social subsidization is 
necessary for primary health care. The programme should be 
supported by government and the compensation for the village 
volunteers could be given through Gram Panchayats. The 
programme expects regular support from PHCs. 


An advertisement/declaration from government is necessary 
so that interested communities can approach through Gram 
Panchayats to take up the programme. The idea is that it should 
not follow a top-down approach. 
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During the subsequent discussion the following suggestions 
emerged : 


@ For assigning grades, basic education should not be the 
criteria, instead it has to be based on aptitude, skill and 
motivation to serve their own community. 

@ The training should be attached to a National open school/ 
university. 

@ The curriculum should not focus solely on curative aspects 
but should have a healthy balance between preventive, promotive 
and curative aspects. 

e It needs to be a people's (not government) programme. 


The Karnataka Task Force on health : 
Dr. H. Sudarshan 


The Task Force on health has envisaged a health information 
management system which protects the people's right to 
information. Some of the reforms recommended by the group 
have already been implemented. The committee argues for the 
modification of existing state resources and structures. Apart 
from that, subcentres are planned since CHCs in rural areas 
are unreachable by many communities. The recommendations 
include a chapter on community participation and explaining 
participation methodologies. 


Dr. Sudarshan felt that NGOs could take up activities at 
the district level in order to have a visible impact. They can 
support the system to work in favour of the disadvantaged sections 
of society. PHCs can be adopted by NGOs, as already 
experimented in Karnataka. The task force also envisages a 
government health insurance scheme which reaches the deserving 
and gives them health security. It also recommends that planning, 
implementation and monitoring of health care can be done at 
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the district level. 


The Economics of Heaith Care 


Dr. Antia explained that the current conventional health 
care models are grossly overrated and unnecessarily expensive 
in a market economy and yet good health care (inclusive of 
promotive and preventive aspects) is remarkably cheap and effective 
if undertaken by the community. In the alternative models 
explained, curative medicine is also easily accessible and 
affordable. Despite their modest social and economic development, 
small countries like Sri Lanka and Costa Rica and the state 
of Kerala are able to offer their people effective health and medical 
care at remarkably low cost. This was documented by the 
Rockefeller Foundation in its report 'Good Health at Low Cost' 
in 1985. Kerala has achieved an IMR of 15 with a per capita 
of $15 while US has an IMR of 8 spending $3644 per capita 
per annum, as mentioned in the book ‘Health and Medical 
Care - A People's Movement’ by FRCH. 


The ICSSR/ICMR Report Health for All also explains the 
cost-effectiveness of the community based health care models. 
The cost calculated for the Alternative Model is much lower than 
other conventional models. The Report estimates a per capita 
cost of Rs.30/- for this model and explains that "the community 
component, which comprises over 90% of all health care does 
not require skilled personnel or expensive medicines which are 
chiefly required in the referral part of the curative service. The 
cost of the existing health service is not because of the true 
needs, but are the result of unnecessary expansion of skilled 
man power, attempt at excessive sophistication at all levels and 
excessive use of expensive drugs and equipment and the 
deployment of these in areas where they are not necessary". 
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Even for the remaining 10%, a new type of tertiary health care 
structure is needed. This would be locally managed, incorporating 
both, strong health and training components. It needs to have 
an integrated approach to health, utilizing various systems of 
medicine appropriately. 


Studies have shown that health care accounts for 20% 
of the gross income of the families (Sujatha Rao, 1997 personal 
communication). The community based health care calls for an 
attitudinal change which ultimately avoids unnecessary expenditure 
on health and provides good health care for our millions utilizing 
the most useful aspects of all available systems with prevention 
and promotion receiving the priority. 


Conclusion 


The Workshop was an open forum where a multiplicity 
of ideas were expressed and healthy interactions took place. 
Consensus on the training aspects of the health and development 
system, the working out of the sustainability and logistics of 
such a system and the strategy of its demonstration and 
dissemination in this country (and elsewhere) in the face of 
overwhelming odds are contemporary challenges for all who are 
committed to the people's cause. 
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Organizing for Health Security 
Ms. lla Shah & Dr. Hetal Shah 
SEWA, Ahmedabad 


The Self Employed Women's Association, SEWA' is a 
trade union registered in 1972. It's an organization of poor, self 
employed women workers of the informal economy. There are 
5,00,000 women worker, members of SEWA in Gujarat. 


The main goal of SEWA is to organize women workers 
for full employment and self reliance. Full employment includes 
work and income security, food security, and social security- 
at least health care, child care, insurance and shelter. Self reliance 
is both in terms of financial viability and in decision-making and 
control by workers themselves. Health security for women and 
their families is part of our goal. SEWA has an active health 
team since 1984. 


SEWA health team is currently run in a decentralized 
manner with four health workers and mid wives co-operatives, 
and seven SEWA- promoted district level economic organizations 
running all health activities. Our health team comprises of 100 
local women leaders called aagewan trained in primary health 
care, 60 community health workers, 200 traditional mid wives 
or ‘dais' and 80 full time health organizers. This team works 
in Ahmedabad city and eleven districts of Gujarat state. 
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Lok Swasthya Co-operative is the first and largest of the 
SEWA promoted health co-operatives. Health workers and mid- 
wives (dais) are its members and shareholders. The main objective 
of our co-operative is to provide health services to members and 
their families. Lok Swasthya is working in Ahmedabad city and 
district. Health awareness training programmes, low cost medical 
stores, I.B. control programme and STD and AIDS awareness 
programmes are its main activities. 


We have four low cost medical stores in Ahmedabad city. 
One is a round-the-clock medical store at a municipal general 
hospital. Two others are located in working class areas and the 
fourth is at SEWA. These are not only medical shops but also 
give advice on rational use of medicines. 


The main activities of SEWA Health Team 


1. Primary health care services. 

Health education through training, women's training, 
adolescent girls and boys training, men's training. 
Strengthening and training of local leaders. 

Distribution of low cost and good quality drugs. 
Occupational health activities. 

Diagnostic camps at women's door steps. 

Traditional medicines. 

Tuberculosis control activities (education and treatment) 


OON AMS w 


AIDS control activities (education and referral care) 
10. Dai school 


1. Primary Health Care Services 


This includes curative care, maternal health, reproductive 
health including family planning, immunization, iron and folic acid 
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supplement. Also, T.B. treatment referral services are provided 
to SEWA members and their families through health centres. 


2. Health Education 


Health education is the major thrust of our health programme. 
Health education is delivered through a six-module training 
programme for SEWA members, their husbands adolescent girls 
and boys and traditional midwives. The topics included in the 
health education are information about SEWA, the women's 
movement and the process of organizing women, first aid, women's 
health, children's health, nutrition education and common health 
problems such as tuberculosis, malaria, eye and skin problems. 


3. Strengthening and Training Local Leaders 


In order to develop village level leadership, for several years, 
SEWA has adopted the strategy of developing a spearhead team 
at the district level. The function of this team is to identify local 
needs and address them through appropriate interventions. The 
members of the team also act as local managers to reach services 
to the community. These barefoot managers identify the needs 
of people and they also take the responsibility of referral care 
and follow up on their own. 


4. Distribution of Low Cost and Good Quality Drugs 


We provide low cost and good quality medicines at people's 
doorsteps through the local health centres which are run by 
trained health workers and dais in rural and urban areas. The 
drugs are bought in bulk which considerably lowers their cost 
to the consumer. 


5. Occupational Health Activities 
Occupational health is an important aspect of our work. 
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We organize health awareness programmes with posters on the 
usage of pesticides and their side effects. We also provide specially 
designed sickles to women who are agricultural labourers. In 
addition, we developed a work table prototype with the help of 
National Institute of Design for agarbati workers. Previously the 
workers had to bend while doing the work which caused severe 
back pain. With the help of the new table, the workers can 
work for more hours without much strain. Thus, their productivity 
increased, with less aches and pains. 


6. Diagnostic Camps at Women's Doorsteps 


We organize camps for Reproductive and Child Health (RCH) 
and general health problems in urban and rural areas. Screening 
for reproductive tract infections and cancer is also undertaken. 
We refer the patients to government hospitals for their treatment. 
Increasingly, we are organizing these camps with the primary 
health care centres of the government. 


7. Traditional Medicines 


This year with the help of 'vaid's we organized various 
training programs for local people. We hope to develop a team 
of local women who will teach others, spread the knowledge 
on production and use of traditional medicines. 


8. Tuberculosis 


SEWA has been working in collaboration with the World 
Health Organization, the Government of India and the Anmedabad 
Municipal Corporation in providing DOTS treatment for tuberculosis 
to people of the north zone of Ahmedabad city. We have two 
microscopy laboratories and four DOTS centres. We have sixty 
trained mid-wives and aagevans of SEWA as DOT workers. They 
are volunteers. T.B. control activities are implemented by our 
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health cooperative, Lok Swasthya. 


9. AIDS 


Our AIDS work covers Behrampura area of Ahmedabad 
city. STD clinics, counselling and awareness are main activities. 
We provide health education through our peer health educators 
who are local young women and men. Lok Swasthya cooperative 
implements our AIDS awareness programme. 


10. Dai School 


SEWA has organized 1500 dais in Anmedabad city and 
the districts of Kheda, Sabarkantha, Mehsana, Gandhinagar, 
Surendranagar, Vadodra and Patan. 


Our main aim is to organize dais for their rights and 
recognition. Gradually, the dais coordinate with the government 
on their own. We also organize an intensive, scientific skill 
upgradation training for three months followed by a refresher training 
that is organized twice a month for a span of one year. Dais 
are trained such that they are capable of early detection of risk 
and they also provide natal, antenatal, intra- natal and post- 
natal care too and also inform families about immunization. Apart 
from this, the dais also provide first aid. 200 dais have been 
trained in our Dai school. 


Lessons learned from Organizing for Health Security 


1) Local people especially women, are very effective barefoot 
doctors and health educators. 


2) Work and social security are two sides of the same coin 
with health security being an essential element of social 
security. Women and their families need both work and 
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3) 


4) 


5) 


6) 


8) 


9) 


social security for health security if they are to emerge 
from poverty. 


Health services are most effective and appropriate when 


managed by local women through their own worker-owned 
and controlled membership-based organizations like 
cooperatives. 


An integrated and holistic approach to the multi-faceted 
issue of health is essential. 


Strengthening local women, especially dais, and organizing 
them for their rights and recognition is essential and 
necessary. 


Dai's should be the focal point of all RCH activities. 


Women and men as well as adolescents in urban and 
rural areas, are very willing and eager to learn about their 
own bodies and health. Thus, making simple life-saving 


health information available to local people must be central 


to all our health activities. 


Local health action must be accompanied by policy action 
at local, state, national, and international level to ensure 
that policies and programmes are appropriate and relevant 
to the needs and priorities of the poor, and especially 
women and children. 


Partnership between local people's organizations (like co- 
operatives), government and Private health practitioners are 
useful in ensuring that services actually reach the poor 
and in a timely and appropriate way. 
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An Alternative Health System at Parinche 


Ms. Seema Deodhar, 
F.R.C.H., Pune 


Introduction 


This is a brief description of the experience of FRCH with 
special reference to the project at Parinche, Purandar Taluka, Pune. 


By the time we started our work at Parinche, the 
organization already had 25 years of work experience in health 
field including the Mandwa project. On both sides of the road 
to Parinche, you will find good agricultural area, but while 
proceeding further you will find hilly area to your right. Only 
single crop can be cultivated during rainy season on this land 
as it needs good irrigation. To go to some places from Parinche, 
one has to walk for 1.5 to 2 hours in the hilly area first to 
get to a nearest bus stand and then again travel minimum three 
hours by road. To cover the same distance during rainy season 
it takes 5 to 6 hours. 


Parinche was the control area for our earlier project and 
so we had already established rapport here, we had even collected 
few baseline information about this place and above all, this 
place resembles contemporary India. These were enough reasons 
for us to select this place as a target area for our current project. — 


Whichever service one wishes to give, either medical or 
social, it should be convenient to the people, easily accessible 
to the people and its cost should be reasonable. The person 
serving the people should be one amongst them, and if this 
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person is known to the villagers there is no question of him/ 
her indulging in malpractice, otherwise this person may even 
start functioning like a private doctor. 


Graded Referral 


Our organization emphasizes on providing graded referral 
services. A single person need not give all the services, but 
it doesn't mean that doctors and hospitals are not required. There 
is place for everybody but their services to the people are defined. 


We started our work at Parinche by providing services 
to a thousand population, through the volunteers called Gram 
Sakhi or Village Health Functionaries. While interacting with 
them we noted that these people had originally migrated from 
far off villages, the burden of agriculture was too much, they 
were very poor and therefore it was not possible for them to 
make themselves available for training for a longer duration. 


Village Health Functionary and Community Health Functionary 


We trained a CHF (Community Health Functionary) for 
few days, who could help in case of emergency, give first aid 
and later refer the patient to VHF (Village Health Functionary). 
After the training, we realized that 50% to 60% of the common 
OPD ailments could be treated by this functionary. Further training 
would definitely enable this functionary to treat further 70% to 
75% common ailments of the people around them and curtail 
their expenses and reduce their suffering. 


The Community Health Functionary's main objective is to 
educate people to take preventive measures, maintain few 
essential records and give timely and appropriate referral by 
sending them to sub center first rather than directly referring 
them to Sassoon Hospital or District Hospital. Village Health 
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Functionaries manage all these types of work and side by side 
look after pre-natal and post-natal care of women, support during 
emergencies, promptly identify epidemics and coordinate by 
informing it to the concerned people tackling the same in time, 
maintain balance between preventive and promotive services and 
maintain the records of the CHF working with them. 


Sahyogini 


Sahyogini's responsibilities, apart from the above mentioned 
roles, include carrying out immunization and family planning 
programs, handling normal deliveries, giving basic laboratory 
Services, interacting with the villagers to find out their requirements 
and accordingly make a yearly plan and to advocate on health 
issues as well as to concentrate more on public distribution 
system. We discuss topics like equity issues, impact of 
globalization on agricultural policies, bio-pesticide, bio-fertilizers, 
relation between nutrition and diseases, need for special diet in 
case of diseases like diabetes, heart disease, rhinal disease etc. 


Regarding nutrition, we encourage the VHFs to educate 
the villagers on low cost recipes, inform them about mid-day 
meals provided by the Government and about grain bank, educate 
them on nutritional deficiency diseases, special diet during 
pregnancy and post-natal care. 


In the case of diseases like tuberculosis, the CHF knows 
30 to 35 houses closely located to her house hence if a person 
is suffering for many days, she comes to know about it. She 
sees to it that timely treatment is given to the patient. The 
Sahyogini and the VHF encourage people to get themselves 
vaccinated with BCG and educate them on tuberculosis. 


We give three months’ continuous training to CHF but this 
training is broken down into short time courses, twice in a month, 
as they are unable to make themselves available from their daily 
chores for long duration.VHFs are trained for a year and 
continue to further attend twice-a-month training, where doubts 
are cleared. Sahyoginis are trained for two years. 


Aim 

Our main aim is to establish good relationship between 
the health workers and the people of their own village so that 
activity plans could be chalked out keeping their needs in mind, 
provide them quality services and ultimately form a leadership, 
not to rule but to work for the benefit of the village. It is easier 


for people to ‘learn by doing’, so we create such situation that 
enable them to learn better. 


Principles of Adult Learning 


Confronting adult learners’ habits, their strong beliefs, and 
preferences, sometimes develops gap between them and the 
facilitators, which could bring the whole training program to a 
stand still. They have certain obligations to be met like their 
agricultural work, festivals etc. Their views should be recognized, 
accepted. They should be allowed pride in their responsibilities 
and we should share the risk of failure. 


We think that a fraudulent person cannot change, but a 
fraudulent person will change if he/she is guided in the right 
direction. In case of children, they can be easily brain washed 
to go back to the wrong direction but this is not the case with 
adults. They are mature enough and will not very easily fall prey 
to such temptations if they have taken their own decision to 
mend their ways. 
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Syllabus and Curriculum 


When we prepared our curriculum and syllabus, we 
discussed it with the villagers and they expressed their need 
in veterinary health service. At that time we did not have much 
knowledge in this field so we had to redefine our syllabus and 
curriculum, update ourselves in that field to meet their requirements. 


Ours is an integrated syllabus. For example, when we 
take water as the topic of training, we start from what is the 
source of water, what is the water distribution channel, how much 
water is utilized for industrial purpose, drinking purpose, cultivation 
etc. We focus on water management and give information on 
watershed management. How does water get polluted, what are 
the water-borne diseases, how is water purified, the need for 
proper soak pits apart from clean tap and other facilities, all 
these points are covered under this topic of water. 


We decide the time and duration keeping in mind the 
village women's daily chores, their cultivation work and festivals. 
We do not conduct training during Diwali because it is not 
convenient for them to attend the same. 


This integrated approach helps in enhancing the 
comprehension of the villagers since many issues are covered. 
Their decision making power improves and they gain self- 
confidence against the inferiority complex they develop while 
approaching a professional who is very knowledgeable. With the 
Tais, they can discuss freely as they are confident about the 
knowledge they posses on the topic of discussion. The concept 
of team work got established gradually through such process. 


We place the problem before them and the group comes 
out with its solutions, we give need based training and we take 
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care not to endanger environment with our actions. We also 
discuss what is our responsibility and what is the responsibility 
of the society, the Gram Panchayat as well as the Government 
in all these issues. 


The training includes information on human and veterinary 
health, Panchayat Raj, rural banking, non-formal education, 
Khelwadies, Eco-groups, adolescent girls’ groups and on rural 
technology. 


Teaching Methodology 


In our training programs, we have discussions, experience 
sharing, games, songs, stories, case studies, learning by doing, 
reading and preparation of modules. As an example, once in 
Our reproductive health training we discussed the reasons for 
reduced status of women. Their body as the main factor for 
secondary status was analyzed. We thoroughly explained every 
aspect of human body, we did body mapping test, speculum 
examination, discussed about various reproductive health problems, 
- collected case histories of women, taught them to treat common 
reproductive health problems and gave training in hospitals. 


Learning Platforms 


We had started our training program in this hall (Buddhavihar, 
Parinche) itself. There is still no training center built for the 
programme. When you go along in the afternoon, you will see 
that wherever we had been, we have utilized common village 
platforms like Community halls, temples, clinics, hospitals or 
have sat under trees to have meetings. 


Place Impact 


Many a times when we have clinic and wherever Tais get 
an opportunity to go to different places, they learn considerably 


37 


and this is more so when they get an opportunity to become 
trainers themselves. 


Training Cycle 


We initially trained 17 Tais, these 17 ladies subsequently 
trained another 70 ladies and these 70 ladies in turn trained 
further 1,440 ladies in all the training centers, of the two districts 
of Maharashtra viz Pune and Ratnagiri. 


Role of Facilitator 


Facilitator's main objective is to facilitate group discussions, 
lay more emphasis on and encourage group interaction. In 
participatory training, most often there is no response for quite 
a few queries. On seeking their opinion on some of the issues, 
there is only silence and no feedback. 


One has to be able to deal with this silence tactfully, 
be abreast with information on various topics and able to guide 
the group to debate and conclude on a particular topic. 


Problems of Group Dynamics 


The main dilemma encountered during this approach of 
participatory group discussion is that when one disagrees with 
the opinion of another, the whole thing ends up in a squabble. 
Some may not feel the theme of discussion to be appropriate 
to them and so they don't absorb themselves in the dialogue, 
in the beginning itself their expressions are of having got bored 
and they won't respond at all. As you persevere and proceed, 
you slowly start getting response from a few of them, while 
the others may monopolize and restrain the deliberation from 
advancing further. Some are quick to grasp but they indulge 
in individual discussions rather than group consultation. This is 
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what happens initially but ultimately a very good impact can 
be gained through this technique. 


Independence 


With the help of our training imparted to the Tais, they 
are today capable to organize people of their community in various 
areas. For instance, recently they were facing water problems, 
the Tais collected contributions from the villagers and arranged 
to facilitate water supply. 


Similarly, in Parinche there was the problem of trenches 
and the tais resolved it by organizing people to take care of 
the trenches. 


They have also acquired good communication skills. Various 
information is communicated to and collected from the villagers 
by the Tais. 


Two years back the village women of Maharashtra were 
under the superstitious belief of wearing mangalsutra of two vaties 
only. The rumour of losing one's husband by wearing mangalsutra 
of single vati forced these women to replace their mangalsutra 
with double vati. Our Tais addressed them by writing on the 
black boards that, by doing so, only the Goldsmith was benefitting. 
This was managed by them independently without the organization 
intervening in the matter. 


Now they can communicate to the villagers not only on 
health issues but on other matters as well. The Tais circulate pamphlets 
and they have their own magazine in which they wnie articles. 


The organization has started Grams (Gramin banks) which 
follows the rural banking model of Bangladesh. The organization 
did not initiate it but the Tais started savings in their own villages 
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in a small way and now it is spreading. 


Technology 


They have knowledge of rural technology like soak pits 
water shed, water purification and afforestation, for example. 


Impact of Training 


Tais conduct informal education for children and now the 
literacy rate is quite good, with very low dropout rate. They impar 
knowledge on ecology and nutrition to children and work with 
adolescent girls to discuss issues on health, at the same time 
encouraging them to develop their talents in Stitching, painting 
etc. Earlier they didn't like even to take down notes during training, 
but now they have started writing articles in magazines and 
newspapers. 


Tais have started approaching the Gram Sabha with their 
difficulties and have started to come out in public. They have 
Started conducting trainings and are collecting a reasonable 
amount as charges for the services provided. 


Clinical Activities 


We have a detailed list of various illnesses towards which 
our Sahyoginis have taken down the family history of the patients, 
carried out symptomatic diagnosis and treated the same, for 
a period of six months. 


Carrying out timely and appropriate treatment is a very 
important concem. From the list of diagnosis and treatment carried 
out by us, it is obvious that 70% of it was treated and 30% 
of it was referred to doctors. It is seen that health problems 
related to orthopedic is more prevalent in our villages. 
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Our Tais are able to identify epidemics. Recently epidemic 
of viral hepatitis was identified by our Tais, as also diarrhoea 
in our near-by village and timely treatment was given for these. 
Tais give first aid, emergency treatment, counselling for mental 
health and also advise on family planning. 


We use three systems of medicines viz. Homeopathy, 
Ayurvedic and Allopathy. Nearly 59% to 60% of the villagers 
come to us for treatment, 3% of the villagers go to Government 
Hospitals and we have also maintained records of those 37% 
villagers who don't come to us but approach other private doctors. 


Another significant transformation noted is that the villager's 
expenditure on health has dropped down tremendously. 


When people come to Tai for self limiting diseases, we 
consider this as illness which can be cured ina period of three 
days as per WHO's classification. By approaching the Tai, they 
spend a very reasonable amount of Rs. 5/- only, where as, if. 
they go to a private doctor, they would not only spend on the. 
doctor's charges but on their own transportation as well as of 
the other person accompanying them to that place. This 
expenditure can be avoided when treated by the Tai. 


We obtain plenty of useful information from the Tais. It 
has been brought to our notice that gynaec problems are very 
low as compared to orthopedic problems which is quite high 
in the villages. We have got good support from the community 
to tackle this problem, chiefly from the women folk. It could 
be a good topic to be considered as an entry point. 


The Tais conduct a number of examinations like checking 
patients’ weight, height, general health, pulse and respiratory 
rate, temperature, blood pressure, ante-natal check ups, speculum 


41 


examination, straight leg raising test, eye check-up etc. They 
also provide laboratory services like haemoglobin estimation, 
testing urine sugar/albumin, peripheral smear for Material parasite, 
and test for blood groups. 


Impediments 


One major difficulty faced by us is in interacting with political 
leaders, organizing the community for advocacy and raising funds 
for services provided. On an average, during the first five months 
of the previous year we could barely collect Rs.100/- per tai. 
In case of veterinary service the amount raised is more as 
compared to human health. 


The functionaries are facing difficulties mainly in dental 
scaling, speculum examination, identifying abnormal heart sounds, 
identifying foetal heart sounds, counselling and dealing with chronic 
problems. 


Evaluation 


The functionaries are evaluated based on their attitude, 
knowledge and skills. The attitude problems are identified through 
group discussion, documentation of their activities and from the 
response we get from the community. Their knowledge on 
concerned subjects is judged through multiple choice questions, 
records maintained by them, group discussion and referral chain. 
Their skills are reflected through spot checks, practical 
examination and role play. 


Training Modules 


Whenever we impart training, we first define its objectives 
and our expectations from the trainees. Mythological figures are 
used to create interest, we write stories and we change the 
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dialogues to make it simple and we repeat the same thing with 
various examples. It is difficult to explain political linkages and 
mathematical concepts. Therefore to increase their self confidence 
we have contact sessions. 


Drop Out 


The other problem faced by us is the drop- out by people 
of poor community. The main reason being their house hold 
chores, agricultural work and also migration. The Government 
and the organization therefore need to give more backing to these 
poor communities. 


Many people give different types of training but in those 
trainings certain things need to be standardized. Our organization 
is contacting the National Institute of Open Schooling for this 
standardization. Secondly, there is no legal space for conducting 
these trainings and the same also needs to be taken care of. 


Our work in poor communities is going on smoothly but 
due to the lack of support from the local Government, we find 
it difficult to sustain it. Decentralization of power at the village 
level is very much required. It would be convenient for the Grass 
root functionaries if a council was established. 


Financial Aspects 


82% of the Tais worked on human health and collected 
55% financial share, 25% Tais worked on veterinary health and 
collected 29% financial share. 100% information dissemination 
is done by the Tais but there is no financial contribution towards 
the same. This indicates that the Tais work for their community's 
health but the villagers are not prepared to pay even reasonable 
charges for availing their services. 
| ae5 
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Community Health Programme 
Sr. Manisha, 
CHAW, Mumbai 


Kinwat is located in the district of Nanded, the border 
of Maharashtra and Andhra Pradesh. The place is abuzz with 
Naxalites as well as fundamentalist anti- social elements. 


St. Mary's centre is run by the society of the Helpers 
of Mary since 1989. Its basic activity is to provide health and 
awareness programme to the people. In the course of providing 
the health facilities, the centre also went a step ahead in organizing 
income generation activities. Since 1996 we, with the help of 
semi-government NGO - Mahila Arthic Vikas Mahamandal, have 
begun to contact the groups in 8 villages. Thus we could build 
around 50 women's groups consisting of 20 members each. The 
major objective of the groups was to begin saving schemes. 
Thus the State Govt supported Maharashtra Rural Credit 
Programme was started. These groups are supported by 
NABARD and IFAD in order to provide loans to the members. 
We had taken up mobile ration distribution also with the support 
of the Govt. project. 40,000 people in various remote villages 
benefit through this project every month. 


There are around 180 tribal villages in the Kinwat and Mahur 
Taluka, out of which the centre is actively involved in promoting 
Community Health Programmes in about 30 villages. The target 
group is marginalised sections of society which include tribals 
like Gonds, Andhs, Bills, Vanjara, Banjaras and the Dalit 
Community to name a few. 90% of the tribal population, who 
are illiterate, lives below poverty line. They are daily wage 
agricultural labourers. The women earn as little as Rs. 15 to 
Rs. 20 and men, Rs. 25 to Rs 30 per day. Tribal people live 
in hilly areas, hence most of them depend on the sale of minor 
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forest products such as firewood, bamboo, beedi leaves, Mawva 
& food resources and other forest goods according to the season 
for their livelihood. 


Problems of the area and people 


- Lack of employment opportunities. 

- Lack of availability of drinking water. 

- Health facilities are not utilized; PHCs and Health Centres 
are not functional. 

- Lack of educational facilities - Secondary schools are 
very far from the villages. 

- Unequal status of women, exploitation, domestic violence, 
atrocities, unequal wages and higher mortality. 

- Superstitious beliefs. } | 

: Early marriage and reproductive diseases in women. 

- Problems such as communicable diseases, anemia. 

- High mortality rate among children due to inadequate 
nutritious food and medicine. 


As per the analysis of the above issues, keeping the health 
as entry point, the organization decided to develop Women's 
Group in its holistic sphere. 


We have organized programmes on various topics like 
leadership, health and empowerment of women, running of Self 
Help Groups, Panchayati Raj, Rights of Women etc to empower 
women economically, socially and politically. During these 
programmes the women are exposed to a variety of resource 
persons including government officials (Police Station incharge, © 
BDO, Deputy Collector) and other dignitaries (Advocate, Bank 
Managers, PHC Officials, etc). This kind of exposure enables 
women to interact with a different stratum of society which 
encourages them to take up issues that affect them and their villages. 


So far we have initiated 130 Self Help Groups in 30 remote 
villages. The total amount saved is Rs.16,54,962. The women 
take loans to initiate small business like chilly powder 
manufacturing, general stores, grinding mills, building room for 
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rent, cattle rearing, pan and cloth shops,selling vegetables, etc. 


We now work with local banks like the State Bank of 
India and Bank of Hyderabad to avail loan facilities for the women. 
The total loan amount is Rs.11,14,000. The recovery of loan 
is good and is almost 100%. 


Attitudinal changes taking place 


- Greater awareness of health needs and health services. 

- Gradual reduction in superstitious beliefs and practices. 

- Women participate in local self government. 

- More participation and attendance during training 
programmes. 

- Cultivating an attitude of saving and initiating more SHGs. 

- Grooming of more responsible women leaders through 
SHGs. 


Empowerment of Women 


- No longer confined to housekeeping, better interaction 
during group meetings. 

- Economic empowerment has lead to enhanced status 
in the family and the community. 

- Realized the importance of education both for themselves 
and for their children. 

- Greater awareness on various issues of health, hygiene. 


Political 


- Standing for elections at the Panchayat level. 
- Women elected to the Gram Panchayats, some as Sarpanchs. 
- Sanction of housing schemes by elected Panchayat members 


Health improvement 


- Organizing medical camp in the village with the help of PHC 
- AIDS awareness programme 
- Promotion of Pulse Polio immunization 
- Reduced IMR and MMR through encouraged prenatal care. 
- Cleanliness campaigns. 

Beis 
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Jana Swasthya Rakshak scheme 
Dr. Abhay Shukla, 
CEHAT, Pune. 


The presentation is based on two different experiences, 
one during the study of JSR (Jana Swasthya Rakshak) scheme 
in Madhya Pradesh and the other is based on the health care 
programme of CEHAT in the villages. It is about providing medical 
facilities at village level, the types of training to be imparted, 
the kind of programs to be conducted for the same etc. 


JSR Scheme 


In our neighbouring state, Madhya Pradesh, the government 
started a ‘Jan Swasthya Rakshak Yojana’ at state level, which 
is functional in more than half of the villages in the state. We 
had been there as a team from an organization called ‘Community 
Health Cell’ and with the support of the Madhya Pradesh 
Government we carried out certain observations and studies and 
| am placing before you the conclusions derived by us. 


Positive things have been discussed since morning, but 
what | am going to tell you may not be so. We have tried 
to bring out the characteristics of the so called 'Swasthya Saathi’ 
or the ‘Aarogya Saathi' prevailing at the village level. The ‘Jan 
Swasthya Rakshak Program’ began in 1995 in Madhya Pradesh and 
by the time we carried out the survey, it was functioning in 17000 
villages and after that it has further increased and spread through 
nearly half of Madhya Pradesh. In this programme any educated 
person could be trained, given a kit and left alone. He no longer 
is attached to the govemment's health service. 


If we review the condition of the village health functionaries 
around the world, the first successful and widespread Village 
Health Functionary of China came about in the form of bare 
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foot doctors in 1952. The Government of India in 1977 initiated 
the 'Village Health Scheme’, which as of today is defunct. In 
4994-95 the Government of India started the ‘Jan Swasthya 
Rakshak' scheme in Madhya Pradesh. To carry out a study 
of this scheme, we took 6 districts of Madhya Pradesh, visited 
villages and met villagers who were availing the facilities of this 
scheme as also the PHC, Community Health Centres, government 
authorities etc. The study was conducted during September to 
November 2001. We took care to cover different sectors in 
the study, including the Adivasis because 23% population of 
Madhya Pradesh consists of Adivasis. 


Selection of the trainees for JSR scheme was based on 
his/her educational qualification, the basic qualification though 
is tenth class pass. 90% of the ‘Jan Swasthya Rakshaks’ are 
male. These are the educated unemployed. Social workers did 
not come forward for this project and the educated unemployed 
male population on the look out for job were placed in this scheme 
and as of today only 10% of them continue their services in 
this field and the balance 90% have quit. These 10% employed 
people resemble ‘Bengali doctors’ because they gradually open 
a small shop, keep a medical kit, few saline bottles, injections 
and use the same syringe to inject 10 to 15 people. If a slightly 
rich person approaches them, they treat that person with saline. 
They put up a board bearing their name. We met such a doctor 
in Bhopal, by the name 'Dr. Chousatlal - Jan Swasthya Rakshak’. 
There is no difference between these doctors and the unqualified. 
semi qualified practitioners/quacks. In the training, the concept 
practice of saline or injection is not there at all. They woulc 
have probably learnt to give saline or injections by trying ou 
on the patients themselves or would have learnt from anothe 
person like them. Their fee varies from Rs.2/- to Rs.500/- 


Asking the villagers for feedback about these Jan Swasthys 
Rakshak's performance, the villagers didn't even know that sucl 
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a person even existed amongst them. On describing a Jan 
Swasthya Rakshak to them, they said that a village physician 
is available and he gives injections, some feet it is a good thing 
that now injections are also available in their village, while the 
others said medicines are now available at reasonable rates. 
When we enquired about the reason for not approaching the 
Jan Swasthya Rakshak for treatment, the villagers commented 
‘if you allow a monkey to shave your beard, it may even cut 
off your throat’. It is like taking a big risk of your life by approaching 
these Jan Swasthya Rakshak as they are not fully trained. 


We once went to a Community Health Centre to witness 
a training session being conducted and found only two people 
seeking training in OPD, while 15 were flocking to be trained 
in the injection room. Unfortunately there are no facilities being 
made available to impart thorough training to the Jan Swasthya 
Rakshak. The medical officer of CHC has to handle multiple 
tasks of treating patients, paying visits to the village and above 
all, conduct training sessions. A very handy manual has been 
printed, the training modules are completed, but the manual has 
not yet reached some of the trainees. 70% of the diseases 
can be treaied in the villages and the same should be treated, 
sometime teaching them to treat themselves and the medicines 
shouid be made avaiiabie. The list of medicines available gave 
the names of only eight to nine medicines. When we asked 
which medicine they used for treating diarrhoea, they explained 
that Norflox along with Tinidazole was used as instructed by 
the Medical Representatives. The medicines which are not available 
in the list of medicines with the Jan Swasthya Rakshak, are 
provided by the Medical Representatives. Therefore if formal training 
is not adequate, then the same is secured through informal means, 
which is dangerous. 


The Jan Swasthya Rakshaks do not get any approval from 
the Government nor do they get proper supply of medicines. 
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They neither find themselves linked with the existing structures 
of Government nor are they bothered about the Malaria eradication 
or the Tuberculosis control programs of the Government. They 
are rather seriously linked with private doctors and medical stores, 
and they even indulge in private practices. The private doctor 
instructs the Jan Swasthya Rakshaks to treat the patients having 
high fever with saline and then refer them to the private doctor. 
It is painful to know that the Jan Swasthya Rakshak thus functions 
like an agent to the private doctors. This again reflects that 
the interaction between the Government and the Jan Swasthya 
Rakshak is weak and hence the possibility of the Jan Swasthya 
Rakshak joining hands with outside parties is unavoidable. 


We even approached the village Sarpanch for their opinion 
and they pointed out that for the ethical functioning of the Jan 
Swasthya Rakshak, government's intervention is very much 
necessary. The moment the Jan Swasthya Rakshaks get a better 
job they just quit immediately due to the prevailing improper 
financial appreciation towards the services rendered by them. 


Village women by themselves have never taken the initiative 
to come forward towards such services nor has anybody ever 
encouraged them to join hands with such services. The basic 
requirement being tenth standard pass and the need for the six 
months' training at another place distance women from the 
scheme. Women are busy with household chores and agricultural 
work. Unfortunately the educated unemployed though being misfit 
for such services, are forced to attend the training sessions than 
whiling away their time. 


After our suggestion to include the Anganwadi teachers 
in such training, the programme has improved and is much better 
than what it was. The availability of Jan Swasthya Rakshak in 
villages is very important, highly beneficial for the villagers and 
there is no other option, as no private practitioners can serve 
the people better than a Jan Swasthya Rakshak, provided he 
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is given the required support by the government rather than only 
having instructions on papers without paying heed to the 
requirements of the people. The chain of causation goes even 
a few steps backward. Changes at the grassroot level have to 
be brought about. A detailed report has been prepared by us 
in two volumes. We discussed the same with Dr. Gopalkrishnan 
and other high authorities of the government of Madhya Pradesh. 
We placed the suggestions before them in December 2001 and 
requested them to bring about changes at the grass root level 
to improve the health conditions of the people. 


Experience of CEHAT 


Since the past four years, 'CEHAT' - our organization has 
been carrying out a program ‘Swasthya Saathi’, with the main 
objective of providing medical facilities to people wherever they 
come together for their basic/ day to day requirements. Swasthya 
Saathi functions by the support of the villagers and will not take 
any help from external resources even if it is at the verge of 
being defunct. We tried our best to get the government's support 
to this program as it is not possible for any program to function 
smoothly without the support of government and people. 


In Dahanu Zilla, we discussed with the government of 
Maharashtra to include the Swasthya Saathi in the ‘Padha 
Swayam Sevak' program in the Aadivasi sector because in reality 
their contribution to the villages is more as compared to any 
other organizations. Our suggestion has been considered to some 
extent and as of today quite a few women swasthya saathi 
have been selected as Padha Swayam Sevaks. 


The idea of forming our own space and implementing 
our plans of providing medical facilities to 15 to 20 villages is 
a very good concept but if our efforts do not influence the prevailing 
government medical facilities to some extent, then our efforts 
are as good as deficient. 
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In all the programmes, our main emphasis is to provoke 
the villagers towards the attainment of medical benefits due to 
them and to organize them for the same. Accordingly in the 
Dahanu Zilla of Maharashtra, the people are now maintaining 
a calendar to record the attendance of the Swasthya ANM and 
the MPW. The monthly program of the Swasthya ANM and 
the MPW is noted down on the calendar and they have to put 
their signature on the date they are present, if not the villagers 
mark them as absent. A quarterly meeting is called at the PHC, 
of all the ANM, MPW, Government doctors and the village 
representatives. The village representatives carry their calendar 
to the PHC meeting and place before the group the attendance 
of the ANM. Once they pointed out to the ANM that their children 
were available for vaccination six times as scheduled but the 
ANM disappointed them five times by not turning up for the 
same. 


We carried out a follow up survey in 56 districts to know 
the impact these meetings had on the service of the ANMs. 
The frequency of visit of the ANMs to the villages had improved 
considerably because of the maintenance of the calendar by 
the villagers. This system of monitoring the functions of the ANM 
is a very simple method first of all, and secondly it does not 
involve much investment or efforts. The Padha Swayam Sevak 
has come about by the people, for the people, therefore it should 
cater to the needs of the people since the PHC, the sub center, 
the rural hospital all have been established solely with the efforts 
and money of the people. 


In Agra, the government medical officers of the rura 
government hospital never used: to go to the hospital while the 
gynaecologist gets a compensation of Rs.25,000/- p.m for twc 
hours of attendance twice a week. We picked up this issue 
as a topic of discussion and everybody wanted the doctor's 
presence throughout the working hours to cater to the need: 
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of the people. But as it did not work, we took out a procession 
of about four hundred people through out the city of Agra. We 
finally confronted the concerned authority of the taluka and could 
manage meeting the doctor. We made it very clear to the doctor 
that even after being paid a very good package of compensation 
by the government, she was charging the patients for her services 
to them. The doctor accepted that she had defaulted and promised 
not to do so in the future. We placed a condition before her 
that if she charged the patients again, she would have to repay 
them back with interest. From that day she stopped her private 
practice in the rural hospital and made herself present as per 
the schedule. 


We carried out a survey of the condition of medical services 
available in all sectors in Badwani Zilla, followed by a meeting 
of the Chief Medical Officer, the Civil Surgeon and 150 village 
representatives. One after the other, we asked about the status 
of various services such as vaccination, primary health center, 
etc., and thus lead to an open public discussion. Government 
medical facilities are for the common people, which the needy 
has-every right to avail and if the same is not provided, people 
should come together and protest against it as a group. This 
was the second methodology we adopted to implement the 
Swasthya Saathi program. 


The third method utilized was of training the illiterate adivasi 
women. Instead of searching for educated women, who are 
not available in the adivasi culture, we decided to make every 
effort to train these illiterate adivasi women. It was a real 
challenge to us to invent modules to train them. We printed 
‘Arogya Saathi' books with pictures, in which every information 
is communicated with the help of pictures. It is a fact that these 
illiterate women can perform as good as educated women, with 
reading and writing being the only obstacle. 
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Training imparted in the form of a game interests the illiterate 
women and enhances their learning capacity, so we developec 
a diagnostic game of cards to train them in diagnosis of commor 
ailments like diarrhoea, fever and stomach ache. 


Today what we have to do is to avail the benefits o' 
the public privilege on which the government of Maharashtra is 
investing fifteen hundred crores. We should atleast seek one 
part of the cost towards having a health facilitator in every village 
of Maharashtra. The health facilitator should be selected by the 
people, trained by people- based organizations, the government 
should provide all the medical assistance required by the health 
facilitator of the village and people should keep a watch over 
them to bring about a definite change in the current situation. 
The government of Maharashtra has given its approval to star 
a new 'Gramin Lok Swasthya Yojana’ towards which we were 
working for the past five years and are trying our best througf 
various means to get it going. 


The government has announced that it will conduct healtt 
facilitators’ program in the coming five years in five thousanc 
villages. It is our duty to see to it that this program also does 
not take the same path adopted by the JSR scheme, insteac 
with our united efforts it should move in the right direction. | 
we can manage to do this, | am sure we can call ourselves 
‘successful people’. 
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Training for Alternative Health Care 
Mr.Chaudhary, 
Institute of Health Management, Pachod. 


Vision, Philosophy and Ideology 


All over the country, discussion is going on regarding the 
drivatization of health care. The Government is trying to avoid 
its own responsibility by way of privatization. We oppose the 
privatization of health care. Our constitution envisages that 
government is responsible for all the basic services and it cannot 
neglect the same. The Government is responsible for health care 
as weil as for the provision of educational facilities. This does 
not mean that ail the work is to be done by the Government. 
We suggest that health committees and panchayat at village 
level should also be given responsibilities by way of 
decentralization. 


There needs to be a provision of preventive, promotive and 
Curative services within the public health care system. But at 
the local or community level, focus should be on the preventive 
and promotive aspects. Along with the same, curative is also 
important for referral linkages so that appropriate hospitals are 
approached in case of emergency. 


Currently, there is a vast mechanism for health care in 
our country. Still the rate of diseases like TB, Leprosy and 
Malaria is increasing day by day. While health care is the 
responsibility of the Government it turns its face away from the 
Same. The Government may take the support of various 
organizations and Gram Panchayat in this work, but the final 
responsibility rests with the Government. 
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Also, the Government should be bearing the cost of it 
whether the people are receiving health care at the village level 
or otherwise. The Panchayat or the health committee should 
have the right to monitor the financial and personnel resources. 


The voluntary organizations, Government and panchayats 
or village health committees should join together for a healthy 
atmosphere for the effective training as well as service of the 
health workers at the village level. This has to be kept in mind 
while training village health workers. 


In order to establish preventive, promotive and curative 
services at village level, the following groups should be given training: 


1 Village health worker 

“2 Dais 

3. Anganwadi Worker 

4. Health workers (ANM/MPW) 

5. Teachers and 

6. Panchayat members/health committee members. 


It is necessary to train all these personnel for each village. 
There are generally 10 Tahsils in one district and each Tahsil 
has 200 villages each. Even if we train 10 people from each 
village there will be a total of 20000 people to be trained. This 
is a huge task. 


It is necessary to provide the following training to the primary 
health providers. 


1. Health education. 

2. Information on primary health services and 
methodology/strategy of services. 

3. Establishment and monitoring of primary health 
services. 


Syllabus of this training has to be prepared based on 
the health needs of the people, their requirements and the health 
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needs of the people from the point of view of the health worker 
etc. 


Our organization has been involved in training for the last 
25 years and has given training for volunteers at various levels. 


Based on this experience we observe that in most of the 
trainings, 80% to 90% focus is given to imparting of knowledge. 
And only very less- 10% to 20%- focus is given to skill 
development. When we talk about village health workers, it is 
necessary to concentrate on their skill development along with 
knowledge, by way of training. 


The following skills are to be imparted through training. 


ts Technical skill. 
2. Communication skill 
3. Planning, implementation and evaluation skill 


The training should be such that the trainees gain skills 
along with knowledge in whatever work they are going to Carry 
out after the training. 


Methodology 


1. Training only once in the beginning. 
2. Initial training and then in-service training from time 
to time to develop knowledge and skill. 


Our experience shows that it is more important and effective 
to have the necessary training in the beginning and later once 
a week training. 


Participatory Training 


It is necessary to have the involvement of various people 
in any training at every step from preparation of syllabus to the 
evaluation of training. 
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In order to get the full participation of the trainees in the 
training, participatory training methodology should be practiced. 
For the skill training, community and trainees participation is 
needed. Participation of the community is needed in field training 
also. To evaluate the impact of the training, the participation 
of trainers and trainees is needed. 


Feasibility 


While introducing the organization, it is already mentioned 
that training is one of our important activities. From our experience 
till today, we can say that the workers can function in a more 
impressive way after training. It is possible to give training to 
village health workers. And this is the only way out for our country. 
The example of dais are observed in order to reach the primary 
health services to the public. 


Four years back, the government has made a tule that 
maximum deliveries should be carried out in hospitals but many 
studies have shown that even today 80% of the deliveries are 
carried out at the village level. If this is true, the only option 
we have is to train the dais who attend the deliveries at home. 


Impact of Training 


The organization is running health programmes for the last 
25 years through training village health workers and dais. Lot 
of effect has been achieved through training | want to mention 
one example of training programme. 


Our organization started a project for the adolescent girls 
S years back. One of the main activities of the project was 
to teach the adolescent girls ~ life skills’. Discussions were 
carried out with the adolescent girls as well as_ with their parents 
before preparing syllabus for imparting ‘life skills' and index was 
selected for the syllabus. Along with their co-operation the help 
of specialists in the field was taken to finalize the same. With 
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the participation of the community, decisions were taken regarding 
the syllabus, period of training, venue of training, the trainers, 
responsibilities of the community and the organization in the 
training etc. After that a syllabus of 225 sessions was prepared. 


The village health committee selected 100 volunteers, for 
this project among one lakh population. The volunteers were 
given training in 3 sessions of 10 days in ‘life skill syllabus 
and after each session training was given once a week. 


Even though the syllabus is quite wide in nature, it is 
felt by observing the work of the volunteers functioning for the 
past 3 years that they are able to teach the girls with mere 
efficiency and self-confidence. 


Supervising the work of the volunteers, monitoring, collecting 
the report, finding solutions for the village issues, solving the 
problems of the village workers, supporting the workers, all these 
were done by the health committee. After reviewing the report 
of the volunteer, the committee gives the honorarium to him/ 
her every month. 


As an impact of this training programme, the marriage 
age of the girls have gone up to 17 years from 14 for the previous 
years. 


Due to the increased age of marriage, the maternal mortality 
rate, infant mortality rate, abortion, the incidence of infants born 
underweight, incidents of gynecology problems (RT!) have reduced. 
Likewise, the knowledge, communication skill, decision making 
power and self confidence of the adolescent girls has enhanced. 
There is a transformation seen in their health level as well as 
the social level. 
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Community Health Care Program 
; Dr. Rizwanuddin 
Ranbaxy Community Health Care Society 
Dewas 


Ranbaxy is the international pharmaceutical manufacturing 
company. Wherever the company has put up its manufacturing 
units, the company felt the need to share its business income 
with the nearby poor places, wherever the under-served, under- 
privileged people live, in slum areas and _ in rural areas. 


Community Health Care Program. In 1980 'RRDT' the 
Ranbaxy Rural Development Trust was established. Later on, 
the scope of our program widened, it grew steadily, we got good 
results and it turned out to be a purely rural development program. 
Slowly we converted it to Community Health Care Program. 


In 1994 Ranbaxy Community Health Care Society was 
registered. It's mission and values are clear from it's name itself. 
The main thrust area of RCHS is Reproductive and Child Health, 
which caters to women health and children health. 


Dewas is a small town, with a population of approximately 
five lakhs and near to the national highway, exactly in between 
Bombay and Agra at a distance of 650 kms from both sides. 
With a concentration of migrant labourers, truckers and industrial 
workers, a lot of slum pockets have come up near and around 
this location. Four centers of RCHS have come up in these 
slum areas namely Sanjay Nagar, Awana, Shanti Nagar and 
Lasulpur. All these slums together, the population is approximately 
ten thousand. We have maintained the baseline data of this 
ten thousand population since the beginning. 
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With effect from November 2001, we have started networking 
with Population Foundation of India. With their support, we signed 
the MOU to start a joint venture on Reproductive and Child Health. 
It has expanded to a population of two lakhs, and more staff 
members are recruited on the new projects. 


There are total thirty centers now, the old four urban centers 
still exist, one more new urban center has come up and we 
have included few more villages, where we have sub centers, 
big centers as well as PHCs. 


Our organization Ranbaxy Community Welfare Society has 
a governing council. Mr. P.D.Sheth - the former Executive Vice 
President of Ranbaxy, Mr. Surendra Singh, Dr. O.P. Sood and 
Dr. Lalit M. Nath are some of its members. You will be pleased 
to know that we have invited Dr. Antia to be a member of our 
Governing Council, and he has already accepted. A meeting 
of the governing council is being held on the 23rd of October 
at Delhi and we _ request Dr. Antia to make himself available 
for the same. 


In our area of operation all over India, nine mobile health 
care units are functional, Each includes one ANM, one _ social 
worker, and a doctor. The mobile unit has a well equipped 
Tata 407 van, which has even the facilities of Television and 
VCR as well as all the instruments required for Gyneac check 
ups including gyneac table and you can compare it to a 
Government PHC. We take this van to the villages and provide 
services at people's door steps. 


Our area of operation includes Punjab, Patiala, two units 
each in Himachal Pradesh, Haryana and Madhya Pradesh. Some 
of the projects are functioning with Government grants in Delhi 
and Chandigarh. Ranbaxy Urban Family welfare centers are 
also functioning in South Delhi and in the union territory of 
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Chandigarh in a place called Palsora. This is a Government aided 
scheme. 


The whole team goes in the mobile unit to the villages, 
half of the team goes for home visits and the others stay back 
in Panchayat hall, school building or temple hall and we set 
up an OPD service over there, where common ailments are 
treated. 


Villagers are less interested in getting any training than 
in cure for their illness. Therefore in case of their common 
ailments like headache or Malaria, we give them the required 
medicines. As soon as the patient approaches us, our staff 
takes down the complete family history of the patient. If there 
is any pregnant lady in their family, we call her and register 
for antenatal care. If there is any death in the family or any 
addition to the family, we make note of the same, we enquire 
about their sanitary conditions, hygienic conditions of the 
surroundings, whether there is any dirty nala flowing nearby his/ 
her residence, what is the source of water supply, whether they 
drink safe water etc. 


| will very briefly tell you the impact of our services from 
the baseline record maintained by us : In April 1998 the 
immunization coverage was 61.2% and with the help of our 
services, in April 1999 it increased to 85.8%, in April 2000 it 
further increased to 86.1% and in April 2001 it touched 90.5%, 
therefore there was continuous improvement in the condition. 


Besides immunization, in case of Vitamin A prophylaxis 
for prevention of night blindness, it was 59.5% in 1998, in April 
1999 it became 85.9%, in April 2000 it was 86.3% and in 2001 
it touched 90%. 


Regarding Tetanus Toxoid in April 1998 79.5% of deliverec 
women were protected with tetanus toxoid given to pregnan 
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women, in April 1999 it was 97.7%, it further increased in 2000, 
and in 2001 it was 99.2%. 


Family Planning status : In Dewas, couple protection rate 
is 50%. In our operational area the couple protection rate is 
76.5%. This was possible through community interaction and 
counselling by our staff. | 


Malnutrition is a major problem in Madhya Pradesh, chiefly 
in Dewas. Mortality rate is very high. We monitor growth of 
children below 1 year. During the past four years, the percentage 
of mortality has fallen down considerably. In April 1998 it was 
37.6% and the same has been now brought down to 15.9%, 
through continuous education, counselling and _ training of Dais 
as well as volunteers. 


In our baseline information, when patients come to us, 
we note down certain details as birth, death, still births, twin 
deliveries, abortions etc. The figure in 1998 was eight maternal 
deaths, by 2001 the condition has improved and it is now four 
maternal deaths, rate of abortions also has come down, twin 
deliveries cannot be controlled but the number of still births has 
reduced. Infant deaths have come down from 79% to 38% during 
1998 to 2001 and the total deaths of 370 in 1998 has also 
reduced to 271 in 2001. 


Government has recognized our existence and Madhya 
Pradesh State AIDS Control Society has allotted a AIDS control 
project to us for one year, along with financial support. It is 
titled ‘targeted interventions amongst truckers and migrant labourers 
in Dewas slums’. There is considerable achievement in this 
programme also. Number of persons having unsafe sex during 
the baseline study in October 2000 with area truckers etc was 
150, after intervention of nine months it has come down to 50. 
Total identified high risk target groups have also improved. Incase 
of migrant labourers, the baseline was 600, this came down 
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to 340 out of a target group of 3333. 


We had taken the help of a male project co-ordinator as 
field worker and five CHWs for the fifty thousand slum population 
of Dewas. We had given two day's training to the staff and 
the other strategy we had was education of target groups. We 
identified and registered the target groups, trained them and from 
amongst them we trained the brighter ones as Peer educators. 
A total of 3353 migrants, 1176 workers and 84 peer educators 
are trained on AIDS and HIV in one year. 


We also carry out IEC activities by publishing pamphlets 
and booklets on HIV/AIDS, through lectures and we have done 
a number of video shows, group meetings, as well as condom 
distribution at various outlets like shops, Dhabhas, Transporters, 
peer educators. We keep educational materials at Commercial 
Sex Workers' house. 


In a year's intervention we even detected Sexually 
Transmitted Diseases, counselled the patients and referred them 
to civil hospital. 


During the past five years we carried out two researches 
in co-ordination with Community Medicine Division of Indore 
Medical College. The Indore Medical College's Community 
Medicine Division, in recognition of our services, invited us to 
train their interns and Post Graduates and with their assistance, 
we could publish two of our research papers. One of them is 
on ‘Spectrum of Diabetes Mellitus in rural population of Indore’. 
We had studied the spectrum diabetes of a rural area, and the 
study was approved and published in the Indian Public Health 
Association of Delhi, in February 1997. The other research paper 
is on Mortality pattern. We had done research on the diseases 
prevailing in Dewas and that also got published in the Souvenir 
of the Indian Public Health Association of Calcutta. 
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We have got good results in certain areas of our services 
chiefly by employing right staff on the right job. The whole 
project goes haywire if you don't place honest and sincere 
Staff in the same. Secondly, the main objective and the target 
of the project should be clearly explained to the staff. Regular 
presence of the staff during working hours at the field is necessary 
and mandatory. We develop good relations with the target groups 
like the CHVs, women group, youth group, the Sarpanch of the 
community, by adopting a very friendly attitude towards them 
otherwise they will not follow your instructions and trainings 
imparted to them. You just can't start off by asking about their 
health. Initially you enquire about themselves their family, their 
crops, discuss topics of their interest and then finally come to 
the subject of health, otherwise they will excuse themselves 
on the pretext of not having enough time to wait and listen to 
you. Entertain the target groups with good seating arrangements, 
you get good response from the villagers if you give them respect, 
some incentives like snacks and tea could be given during 
meetings and trainings and good quality pictorial material should 
be used as most of them are illiterate. Women target groups 
are more comfortable with female staff. 


As compared to our's, the CHVs appointed by M.P 
Government are all male. As female CHV, we appoint ladies 
below 35 years of age, tenth standard passed, very understanding 
and extrovert. We pay an incentive of Rs.55/- per month to her. 
Proper review as well as surprise check of the field work by 
the officers is very necessary from time to time for effective 
implementation. Proper networking is also necessary and hence 
we are networking with the Community Medicine Division of the 
Indore Medical College, Indore School of Social Work, Indore 
Mahavidyalay of Sociology etc. Students from Indore Mahavidyalay 
Of Sociology come to us for field work placements, and therefore 
we get good co-operation from them, as well as networking 
Support. They also help us with educational programs. 
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The best impact of our AIDS project was that, al! the 
CSWs available in the group, became peer educators with the 
support of our staff and made themselves available at all the 
_ trainings and meetings. 


We have organized breast feeding support group, women 
groups, adolescent girls’ group, community health group and dais 
groups. We give them training on a weekly basis and we are 
paying Rs.20/- per session to Dai. There are twelve sessions 
for the training for Dais, we take the Dais to hospital for six 
day's training in the labour room, so that they are fully trained. 


School Health program is also one of the important part 
of our activity. We carry out check ups of school children 
under 5 for Vitamin A, dental and general health. 


Our part time Gynaecologist gives support in copper T 
insertions with the facilities available in the van. There is a part 
time doctor Sanyal, who had done DMCH from IGNOU and we 
also have an intern from medical college, who is learning child 
health care. We have organized an adolescent girls' group at 
Sanjay Nagar slum, and our Social Worker interacts with them. 


We came across two very interesting cases on the field. 
One of the ladies tongue had become white due to lack of blood, 
her haemoglobin level was 5 grams, oedematous were there and 
she had pre-eclampsia. We took her in our ambulance and 
treated her in a big referral center. She has delivered now and 
the mother as well as the child is enjoying good health. A child 
was treated for malnutrition and presently we are monitoring his 
growth. 

We have formed a Project Implementation Committee for 
effective implementation of projects with Dr. Bakshi as CMO. 
Dr. M. Choudhari is the CMO of Dewas. We have made al 
the V.I.Ps of Dewas as members of the Project Implementatior 
Committee eg. CMO Dewas, CEO Dewas, Civil surgeon anc 
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District Immunization Officer. A child was only skin and bones 
due to malnutrition initially, but his health has improved considerably 
after interaction with us. A woman was impotent for ten years, 
we treated her for the same, most probably it was chlamydia 
infection, we treated her for a month and she could conceive, 
deliver at home and is enjoying normal health now. 


In slum areas we are visiting weekly but pay fort nightly 
visits to rural areas. We train the CHVs for referral and diagnosis. 
They can very well give treatment for Pneumonia, ORS and diarrhoea 
because whenever our team visits those places, we have a get 
together of all the CHVs and Dais. We even call the Government 
Staff so that they too can simultaneously get the training. It's a 
continuous on going process. We have a detailed data of ten 
thousand population of Dewas, with effect from 1997 till date, in 
different formats with details of important indicators like birth, death, 
infant mortality, vaccination. Ranbaxy has made a cocktail of three 
to four medicines together for treating HIV and AIDS, the rates 
of these medicines are also quite reasonable. 
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Key FRCH Publications 


Health for All: An Alternative Strategy: Report of a joint study by 
ICSSR-ICMR, (1981) 


Cost of Health Care: R. Duggal and Sucheta Amin (1989) 


Peoples Health in Peoples Hands - A Model for Panchayati Raj: 
Dr. N. H. Antia, Kavita Bhatia (1993) 


Household Health Expenditure in Two States - A Comparative 
Study of District in Maharashtra and Madhya Pradesh: 
Dr. Alex George (Ed.) (1997) 


Health and Medical Care: A People’s Movement: 
N. H. Antia, G. P. Dutta & A. B. Kasbekar (2000) 


Forthcoming Publications 
Voices from Parinche: An Experiment in Empowerment 
Shubha Gadkari and Ashwina Vakil 
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_ Vol untary organisation to promote the cone 
than the mere care of illness. This entails the stud : 


SS perspective in order to improve the health of our pec 


is on the problems of the underprivileged sectio) | oF 
especially women and children. : 


Our staff from various disciplines are ehceneee in | pondae 9g 
both conceptual research as well as field studies into the problem 
faced in achieving Health for All. This is to help in devising alternate 
models of health and medical care in keeping with the social, 


economic and cultural reality of the country. The aim is to influence lo 


government policy and sensities the people at all levels to the 
problems and possibility of achieving good health at affordable cost. 


FRCH believes that health is a reflection of the overall quality of 
life: In fact, 80 percent of the diseases in India are the diseases of 
poverty and true health can exist only when there is a positive 
improvement in the socio-economic scenario of the country. This can 
only be achieved through the people's own efforts. Hence, FRCH aims 
to create a People's Health Movement by demystifying medicine and 
increasing public awareness on health, especially at the grassroots 


level, and by strengthening the age old health culture of our people i, 
based on our own systems of health and medical care. Thisistobe 
achieved, by publishing and disseminating information on all aspects 7 


of health and related subjects, and also by conducting participatory / 
training and interacting with the community. _ 


Foundation for Research in Community Health 
3-4, Trimiti-B Apartments, 85, 
Anand Park, Aundh, 
~ Pune - 411007. 
Phone : 91-020 588 7020 
Fax : 91-020 588 1308 


Email : frchpune@giaspn01.vsni.net.in 


